They are inhabitants of Ahmedabad, Surat, Anand, and
Khambhat cities in Gujarat.
Materials and Methods
The study was approved by the institutional ethics committee. As a control, 24,917 randomly selected unrelated individuals including all major castes, attending hemoglobinopathies screening camps organized in different locations (school and colleges) in Surat were screened. Total 9,447 samples of selected communities were collected during functions after taking permission from their leaders.
The informed consent in local language was taken, and then, 2 ml blood was collected in EDTA. All the samples were tested for red blood cell indices by an automated cell counter MEK-5216K (NIHON KOHDEN, Japan), [5] solubility test, [6] and cellulose acetate electrophoresis at pH 8.9. [7] The samples showing HbA 2 >3.5% were initially diagnosed as -thalassemia trait (BTT). The doubtful cases and all traits were confi rmed by high performance liquid chromatography (HPLC) on Hemoglobin Variant
Testing System, BioRad Laboratories. [8, 9] Statistical evaluation of the data was done by mean ± standard deviation (SD),  2 , and 't' tests. Comparison of Hb and HCT in control, BTT, and SCT population shows that anemia is more prevalent in BTT compared to non-BTT/non-SCT subjects.
Results

Discussion
The fi rst step in population screening for thalassemia trait is the accurate complete blood count. As per Dacie and Lewis, [5] MCV ≤76 fL and MCH ≤26 pg indicate possibility of BTT and should be further screened for HbA 2 level. In our study, majority (80%) of Dhodia Patel samples showed reduced MCV and MCH, but cellulose acetate membrane electrophoresis and HPLC confi rmed BTT only in 2.1% subjects [ Table 2 ]. Red blood cell indices are also low in -thalassemia trait and iron defi ciency. [10] In India, because of the high prevalence of iron-defi ciency anemia, differential diagnosis of BTT is often complicated. Mehta and Pandya [11] have suggested that the BTT individuals have an advantage in maintaining an iron balance. The mean ± SD Hb concentration in non-BTT/non-SCT Dhodia Patel individuals was 12.1 ± 1.73;
hence, iron defi ciency may not be present in all those having low indices. However, iron deficiency and -thalassemia studies are essential for this community to explain reasons for low RBC indices.
An increased HbA 2 level (>3.5%) is the hallmark of diagnosis of -thalassemia carriers. Samples with borderline HbA 2 probably due to silent mutation, coinheritance of  and  thalassemia, some mild -gene mutations, and -thalassemia should be repeated on HPLC and may be analyzed by molecular methods. [12] In this study, 4 such samples of Muslims community were found, which need to be further confi rmed by molecular analysis. Studies in different Indian regions have reported 1% to 17% prevalence of BTT with mean of about 3.3%. [13, 14] Comparable prevalence of 3.2% of BTT was found in Surat population selected as control. Madan et al. [15] in ICMR multi-center study reported 2.68% BTT prevalence in Mumbai and 5.47% in Delhi. They found 2.7% BTT in Baniya and 2.5% and 1.7% BTT in Sunni
Muslims from Mumbai and Delhi, respectively. [15] While in our study, we found 6.2% BTT prevalence in Modh Bania and 2.85% in Muslims. This is the fi rst report on the prevalence of -thalassemia in Kachhiya Patel community.
Hb AS has been reported as 0% to 31.4% in tribal population of Gujarat. [2] Different non-tribal caste groups are also known to have sickle gene. [16, 17] In our study, the prevalence of SCT was 14.0% in Dhodia Patel (tribal community). Earlier studies have reported 13.76% and 17.84% prevalence in this community, in Valsad and Surat respectively. [2] Mukherjee et al. [3] subjects, Hb and hematocrit values were signifi cantly lower in BTT subjects. The ICMR study [15] has also detected more anemic children in BTT series compared to children without any hemoglobinopathy. 
Conclusion
